We describe a patient who, 4 saturation below 85 percent were noted. Sleep desaturation and apneic episodes were reduced when the patient was on his left side. A trial of nasal continuous positive airway pressure of 7.5 cm reduced the apnea + hypopnea index to 7.1 events per hour, but the patient complained of nasal congestion and refused to wear the mask. Because the patient also complained of choking and coughing while eating, a video fluoroscopic modified barium swallow study was performed. This showed considerable residue in the valleculae. The epiglottis appeared to be enlarged and to descend on inspiration causing partial airway obstruction.
A flexible fiberoptic bronchoscopy was performed nasally after local anesthesia, first without sedation and after the first examination mild sedation was induced with intravenous midazolam. The oropharynx and nasopharynx appeared normal with no undue collapse. The epiglottis was large, edematous, and flaccid. It obscured the glottis and vibrated vigorously with respirations. Visualization of laryngeal structures showed large redundant aryepiglottic folds and edematous mobile mucosa. The enlarged aryepiglottic folds prolapsed with inspiration into the glottic space. The remaining tracheobroncheal examination showed normal findings except for mild narrowing of the proximal trachea.
DISCUSSION
The most striking findings in our patient consisted of flaccid supraglottic structures associated with obstruction of the glottis during inspiration. The flaccidity of the supraglottic area may have resulted from the radical neck dissection and radiation therapy. The lymphatic destruction and sacrifice of the supraglottic muscles might have compromised the size and stability of the upper airway. Chronic aspiration might also have contributed to the laryngeal damage but this was not documented well. Our findings are similar to those observed by Woo3 and Kletzker and Bastian.4 Their patients had upper airway obstruction either due to epiglottic prolapse or abnormally mobile supraglotic mucosa. Three of their patients had had neck surgery as well as complaints and upper airway obstructive symptoms consistent with sleep apnea. Staged radical neck dissection after radiotherapy to the neck may also lead to acute airways obstruction.5 Sleep apnea has been reported in two other patients as a result of radical neck surgery and radiotherapy.67
In conclusion, it appears that supraglottic airway obstruction may occur in some patients after radical neck dissection and radiation therapy. These procedures may derange supraglottic anatomy as well as neuromuscular control and lead to upper airways obstruction and OSA.
With laryngomalacia, management is surgical3,8 and consists of laser epiglottectomy or supraglottoplasty together with resection of arytenoid mucosa or alternatively a tracheostomy. Our patient refused these procedures. He continued to report only mild daytime sleepiness 1 year after the diagnosis was made, suggesting that in his case, the process was not progressive.
Radiofrequency ablation was attempted in a 30-year-old woman with atrioventricular (AV) node reentry of the common variety. Energy was delivered to ablate a fast pathway. After energy delivery, the atrio-His interval prolonged following transient AV node block. Retrograde conduction was no longer present. However, dual AV nodal physiology and AV node reentry with similar retrograde atrial activation sequence could be shown post-ablation. These observations suggest that both fast and lower common pathways were partially damaged by ablation. (Chest 1994; 106:1899 -1902 
